Make no little plans; they have no magic to stir men's blood and probably themselves will not be realized. Make big plans; aim high in hope and work, remembering that a noble, logical diagram once recorded will never die, but long after we are gone will be a living thing, asserting itself with ever-growing insistency."
Daniel Burnham, the principal architect of the Chicago master plan, believed in making extravagant, grandiose plans. Much of what he envisioned for the city was never realized. His dream was so ambitious, however, that the fraction of his projects that were completed have left Chicago with a magnificent series of lakefront parks and beaches that continue to please the eye and inspire the mind. His advice is also relevant for medical researchers. Many of the greatest breakthroughs have been the result of meticulous planning and lifelong dedication. Daniel Burnham was an extraordinary individual, so his exhortation may appear intimidating to those of us who are merely ordinary. I would simply urge my fellow ordinary sports medicine orthopaedic surgeons as follows: make plans-even little plans. In short, this is a call for more prospective clinical studies in orthopaedic sports medicine.
Certainly, the number of prospective studies that are appearing in the orthopaedic sports medicine literature seems to be growing. Thirty years ago, such works were rare. The standard in orthopaedic surgery was the retrospective case series. At academic medical centers, clinical research generally followed the following scenario. A few weeks before the start of a 3-month "research rotation," a resident would approach a faculty surgeon and say something like, "Your technique for the Bankart procedure is interesting. Have you ever written it up?" If the reply was "no," the resident would then proceed to laboriously sift through the attendant's paper case book, extracting the names of patients who had undergone the desired procedure. The hospital charts and office records of these patients would then be assembled, and the resident would attempt to extract the same standard information from each. Sometimes the data would be there, and sometimes they wouldn't. This depended on how compulsive or tired the recording physician had been at the time that the patients were seen. The resident would try to track down as many of the patients as possible, questioning them about residual symptoms and overall satisfaction. If the resident was lucky, the patients would agree to come in for a standard examination. In private practice, a similar process occurred, minus the resident. In this case, the procedure was undertaken by the practicing surgeon who had the curiosity (and the courage) to want to find out how the patients were doing. Because "nothing ruins good results like follow-up," such studies were, and are, superior to the surgeon's general sense of how the patients were doing the last time they were seen. (This gestalt impression is often referred to as "expert opinion.") Prospective studies allow us to go a step further. We can concentrate on a specific hypothesis or question and make sure that we gather the information necessary to answer that question. If we want to compare the efficacy of 2 popular techniques, we can plan a controlled trial. Prospective studies benefit the researcher whose clinical volume may be relatively limited. Careful planning allows such researchers to focus on a precise question and produce meaningful results with a smaller number of cases. Confounding variables can be controlled, so the research becomes more definitive.
With the advent of computers, many clinicians have begun enrolling their patients in a database that uses a standardized, often validated scoring scale, such as the International Knee Documentation Committee or the Western Ontario Stability Index. Some researchers seem to believe that any study done from sifting through such a database is, by definition, a prospective study. I would take issue with this opinion. Certainly, it is a much better retrospective study than those generated from haphazardly collected data, but unless the study was planned before the data were collected, it is still a retrospective study. Treatment alternatives cannot be properly controlled, and the nonstandard information necessary to answer creative, interesting questions will not have been gathered.
Ironically, prospective studies really don't require that much more work than retrospective studies do. The work just comes in a different order. The planning and permissions necessary to conduct the study are completed before the patients are cared for, rather than after. Retrospective studies do seem faster because while you are accumulating the cases, you're not yet aware that you're doing a study. On the other hand, some steps, such as locating the patients, are actually more difficult when the research is carried out retrospectively.
In the academic setting, prospective studies are indeed a bit more work for the faculty. A prospective study cannot be initiated and completed during a resident's 3-month research rotation. This means that the faculty are usually the ones who must plan the study and then recruit new residents or fellows to participate along the way. Once a stream of these projects has been initiated, however, there is always something available to interest an eager house officer. So get going and make some plans, whether big or little. Planning a prospective study is like making the down payment on a house. If you follow it up with regular mortgage payments, you'll end up with something of considerable value.
